The growing popularity of laparoscopic cholecystectomy (LC) has made extensive series comparing laparoscopic and conventional cholecystectomy in a prospective, randomized way nearly impossible. To evaluate LC we compared retrospectively 800 laparoscopic with 748 conventional cholecystectomies (CC). Of the 800 LC, 10 (1.2%) were converted to laparotomy. 6 conversions were related to aberrant anatomical features or features making dissection very difficult, 4 conversions were due to complications. There were 5 (0, 6%) intraoperative complications during LC and 4 (0.5%) during CC. Postoperative morbidity was 2.1% (n 17) after LC and 3.7% (n 28) after CC. Particularly the incidence of wound problems was only 0.5% (n 4) after LC while it was 1.3% (n 10) after CC. Overall morbidity was 2.7% (n 22) for LC and 4.2% (n 32) for CC. Mortality rate after CC was 0.4% (n 3), there were no deaths after LC. Common bile duct-injury rate was 0.2% (n 2) for both groups. Complication rates after LC have been rapidly decreasing with growing experience. Laparoscopic cholecystectomy can safely be performed by appropriately trained surgeons in more than 90% of patients suffering from gallbladder disease. The low morbidity and mortality together with the significant advantages to patient recovery makes laparoscopic cholecystectomy the treatment of choice for symptomatic cholecystolithiasis.
INTRODUCTION
iod, improved cosmesis and minimized postoperative pain ''5 together with increased publicity by the media Since Carl Langenbuch performed the first successfull made laparoscopic cholecystectomy very popular cholecystectomy in 1882 this operation was considered,, within a short time. The new method spread rapidly the "Gold Standard" in the treatment of symptomatic cholelithiasis [1] [2] [3] associated with minimal risk to the patient and a high degree of relief from symptoms.
Several years ago, a new technique which is less invasive and just as effective emerged: Miihe (Germany, 1986 ) and Mouret (France, 1987) were the first to perform laparoscopic cholecystectomy. Since 2) , colic (53% and 49%), nausea (16% and 13%), vomiting (13% and 12%) and jaundice (7% and 5%).
Comparison of previously performed, abdominal operations showed no significant differences among the two groups for the number and spectrum of operations (Table 1) .
Minor, controlable intraoperative complications occurred in 24% of laparoscopic cholecystectomies (Table 2 ). Since they did not result in a change of therapy or delay discharge, they were not considered to be relevant for complication rates.
We observed five major complications in group and four in group 2 (Table 3 and 4). The frequency of common bile duct-injury was 0.2% in both groups. The two bile duct-lesions in group 2 were recognized intraoperatively and repaired immediately. In both patients of which one had acute cholecystitis, a small perforation of the CBD occurred during dissection of the junction between cystic duct and CBD. Both were identified before cholangiography. They were repaired Non-specific complications were reduced to one thrombosis (0.1%) in group 1. There were no deaths after laparoscopic cholecystectomy. After the conventional operation, the rate of non-specific complications was 0.6% (n 5), mortality was 0.4% (n 3).
Surgical reintervention for complications was necessary in 0.9% (n 7) in group 1 ( show the necessity of training programs and courses before performing laparoscopic surgery to avoid undue complications.
The reported, overall complication rates for laparosc.opic cholecystectomy ranges between 2.7% and 5.1//o15'6'4. After conventional cholecystectomy, 40-50% of specific complications were associated with wound problems. This has considerably improved for laparoscopic cholecystectomy. The incidence ofwound problems has significantly decreased and the complications were less severe due to the small size of the incisions.
The rate of non-specific, postoperative complications was very low after laparoscopic cholecystectomy, there were no deaths. This was mainly due to the short recuperation time. However, the low mortality rate may well reflect the fact that the patients, at least in the beginning, were a select population undergoing elective surgery. Laparoscopic cholecystectomy is minimally invasive but must be considered a major surgical procedure performed under general anesthesia and thus carrying with it risks similar to those of conventional cholecystectomy.
Initially, the incidence of common bile duct injuries was reported to be higher for laparoscopic than for conventional cholecystectomy 6 
